Dr. E. A. PETERS.
I showed here to-day two cases illustrating a method of treating laryngeal stenosis in gunshot wounds of the larynx. The obstruction of the larynx is due to: (1) Solid cedema resulting from vasomotor change and inflammation; (2) it may also be due to secondary cicatricial change. A Durham tracheotomy tube is inserted into the trachea, and a small intubation tube is placed above that, with the expanded end below. The intubation tube is secured by a thread passed round the neck. The tube, in the first instance, did not reach as far as the interarytawnoideus: the glottis is so tense that it splits if even a small tube is passed through. So a shorter tube was used, and tubes of larger calibre were gradually introduced. There was no attempt made to dilate the larynx, but to keep a certain amount of opening and induce functional activity. This was further encouraged by inserting, later, a Parker's tube with an upper perforation above. Later cicatricial stenosis of the cricoid was treated by introducing a piece of cartilage from the rib, inserted under a quadrilateral flap. This cartilage provided a basis for the contracting material to adhere. In this way a fairly good result was obtained, although, as Sir StClair Thomson pointed out, in one case there was very considerable contracting of the glottis, but that was recent, and was due to the case having been pushed rather rapidly through these stages.
Mr. J. F. O'MALLEY.
In cases of unilateral paralysis of the cord I think there must be a physical injury of some sort when the nerve is involved. The possibility of a shock remote from the nerve, such as wind pressure, causing injury, is of interest, but I do not subscribe to that opinion. Nearly three years ago I wrote a short article on the subject, in.which the views I put forward were largely those given by Dr. Smurthwaite now. I was interested in the point Dr. Smurthwaite made about the ventricle, because I noted in many of the cases that when the patient attempted to phonate, the true cords came together with sufficient firmness to give a phonatory effect with the expiratory blast, but it seemed to be damped down by the approximation at the same time of the false vocal cords. My idea was that it was a chronic inflammatory thickening of the false vocal cords: I think they are in the nature of chronic laryngeal cases, rather than of pure neurosis.
With regard to treatment, the whole key to the treatment of a pure case of neurosis of the larynx is that the surgeon should act the part of the will-power of the patient. One should adopt a method to cause the patient to approximate the vocal cords and keep them in that, position while the expiratory air passes through. If sound can be procured in that way, it will be a basis on which to tell the patient he can be cured. The simplest method is to hold the tongue as when examining in the ordinary way, and with the pharyngeal mirror rubbing up and down on the pharyngeal wall, so producing considerable glandular secretion, which drops into the larynx, causing a protective reflex, which keeps the cords together. If at the same time the' patient is told to cough and finish the coughing effort with the " ee " sound, phonation will probably be induced. A pure neurosis case can be cured in that way inside three minutes, but not a chronic case with an associated catarrhal condition.
Mr. HERBERT TILLEY.
I want to bring forward a method I have found useful, but I do not claim that it is new. I have used it for stenoses of the trachea caused by bullet wounds or other injuries. The mechanism is an ordinary tracheotomy tube with a perforation-about l in. behind the collar, which admits a pliable and hollow lead tube. This extends upwards through the whole extent of the stenosis, and the calibre of the tube is enlarged as the stenosis becomes dilated. The. tracheotomy opening should be made well below the stenosis, and then the constricted portion opened, granulations and connective tissue carefully dissected away, and the tracheotomy tube with the lead dilator inserted. In this way the larynx is spared functional activity, and the lead plug can not only be taken out and cleaned, but it can be bent to fit the parts. The difficulty of knowing when the upper part of the lead tube is level with the upper part of the stenosis is overcome by direct laryngo-tracheoscopy. At the end of three weeks, the tube is taken out and replaced by a wider one. Complete dilatation may be a matter of two to four months, which one need not apologize for in this difficult kind of stricture. I am a great believer in doing a low tracheotomy, and well below the strictured parts. Mr. Harmer, quoting Kocher, says the higher the tracheotomy the better. My jy-13
